Introduction
The mortality rate associated with diabetes mellitus in children and adolescents has dropped dramatically since the introduction of insulin in 1922. Prior to the availability of insulin, the mortality rate was 386 per 1,000 with an average lifespan of less than 3 years after diagnosis; it dropped to 61 per 1,000 the first four years after the Introduction of insulin (1). There has been a continued, gradual decline in both diabetes related morbidity and mortality over the past 60 years, however, life expectancy remains significantly reduced with the primary cause of death being the late microvascular and macrovascular complications of diabetes mellitus (2-5). The Pittsburgh IDDM Morbidity and Mortality Study has revealed that the mortality rate for this young diabetic cohort (mean current age = 20 years) was 6.3 per 1,000 person years, which represents a seven fold excess in mortality referable to that expected for the U.S. population at the same age. Acute complications were responsible for 18? of the total deaths in that study and were most common among younger children (5). There has been no previous study which focuses on Thirty-five patients died sometime after the diagnosis, as short as 2 months to as long as 11 years later. Of the "late" deaths, 19 (54%) were associated with DKA. Thus 36 of 55 (64%) of the total mortality was associated with DKA ( Figure 1 ). Of those dying with DKA, cerebral edema was the documented cause of death in 11 (31%). Cerebral edema was thus the single most common cause of death within the group dying from DKA, as well as the total patient population (20%). Of these late deaths only 13 occurred at CHP of which 9 were DKA associated. Eleven of the patients died at community hospitals of which 50% were DKA associated and 11 other patients died in their environment.
Onset Deaths
Chart review provided information about the precipitating factors in 11 of the 19 patients whose deaths were related to DKA. One of these children who died of status epilepticus had a previously existing seizure disorder. In the other 10, the only consistent feature was vomiting which had continued for 24 hours or more prior to hospitalization. There was no information as to whether the patients had any contact with a physician during this time. Six of these patients were initially admitted to community hospitals prior to their transfer to CHP. Figure I shows that there was no specific clustering of death during any period. However, there was a definite decline in the number of deaths over the duration of the study. Half of the mortality in the onset cases occurred during the first 10 years of the study (1950) (1951) (1952) (1953) (1954) (1955) (1956) (1957) (1958) (1959) (1960) with the remainder occurring during the next 25 years. Of the 3 onset deaths in the last decade (1975) (1976) (1977) (1978) (1979) (1980) (1981) (1982) (1983) (1984) (1985) , 2 had diabetes secondary to another devastating disorder. The only patient with onset death in this decade had a cardiac arrest prior to reaching a hospital. Half of the total deaths occurred in the first 15 years of the study with the other half being in the next 20 years. Total deaths have decreased by 50 percent in the last decade compared to the previous two decades. Possible 
